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Abstract
The purpose of this qualitative research study was to broaden understanding of women’s lived experience and meaning-making of birth trauma in light of the current discourse of ‘be grateful; a healthy baby is all that matters’.
This is a phrase that some women report was said to them when they tried to speak about their experience of a traumatic or difficult birth. 

A small group of women (6) were asked to participate in an online focus group to discuss whether being told to ‘be grateful; a healthy baby is all that matters’ has changed, in any way, their perception of themselves as mothers and as women in relation to their traumatic or difficult birth experience. 
Data were gathered in the form of a written transcript of the focus group discussion. An Interpretative Phenomenological Analysis was undertaken as a hermeneutic means of analysing text to determine themes and meanings of the experiences of these women. 
From this analysis, better understanding emerged of the effect this phrase might have on birth traumatised women. In turn, these conclusions provide new information and offers a catalyst for change to the trauma-informed practice of those giving postnatal care to birth traumatised women.  
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[bookmark: _Toc515454975]1:1 Chapter Overview
This research project came about as a result of the author’s therapeutic work with women who had lived childbirth experiences they identified as traumatic. One phenomenon repeated again and again by almost every client was that when they had tried to talk about their traumatic experience and what it meant to them, that other people would respond by telling them to ‘Be grateful; a healthy baby is all that matters’. These others were a mix of family members, friends and health professionals working in either maternity or mental health services, and occasionally, therapists and counsellors with whom a client had had previous contact.
This Project was born out of the desire to explore this figural phenomenon (Joyce and Sills, 2014) and the impact, positive or negative, that it meted upon its already traumatised recipients.
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1:2 Aims & Objectives
The purpose of this study is to broaden our understanding of women’s lived experience and meaning-making of the consequences of birth trauma in light of the current discourse of ‘be grateful; a healthy baby is all that matters’. 

In the interests of clarity, the researcher will be using the definition of birth trauma or a negative birth experience as defined by the Birth Trauma Association (2018b). This definition has been chosen because it has been written by birth traumatised women for birth traumatised women and will be used  to help potential research participants identify themselves as birth traumatised or not.

Aims:

1) To gain a deeper understanding of women’s lived experience and sense-making of the consequences of birth trauma in light of the current discourse of ‘be grateful; a healthy baby is all that matters’. 

2) To consider how better understanding the lived experiences and meaning making of the research participants may impact on the principal researcher’s current understanding and meaning-making of the phrase ‘be grateful; a healthy baby is all that matters’.

3. To share these findings with other relevant academic and health professionals in order to develop current understanding, beliefs and meanings of what makes birth experiences negative to women.

Research Question:

The overall research question this research will address in order to achieve the identified aims and objectives is:
How do women who have experienced birth trauma make sense of the current discourse of ‘Be grateful; a healthy baby is all that matters’?

[bookmark: _Toc515454978]1:3 Background Context
Awareness that childbirth may be traumatic, potentially resulting in postnatal Post Traumatic Stress Disorder (PTSD) (Ayers et al, 2016), is becoming prevalent in the UK. Increasingly, women are being encouraged to speak out publically about their experiences (BBC, 2017). According to 2017 statistics (ONS, 2018), approximately 679 000 UK women gave birth that year. The Birth Trauma Association (2018a), estimates that, as a minimum, around 30 000 or 4.5% of these women experience birth trauma. However, it must be pointed out that this may be a gross underestimation as many women never disclose their traumatic experience of birth. Indeed, Alcorn et al, (2010), suggest that as many as 45% of women around the world suffer symptoms of PTSD as a result of their birth experience. This would imply that the rate of women who experience birth trauma in the UK may be much higher than reported. 
What is consistent within research literature relating to birth trauma is that what makes a birth traumatic is still not fully understood from a psycho-emotional perspective. Whilst Beck, (2004; 2011; 2015) has made significant contributions in gleaning understanding and meaning for micro-events occurring within a woman’s lived experience that may result in her identifying that experience as traumatic, there is much work to be done. 
Certainly, there are significant indications that how women are treated during their birth experience may have a direct effect on the woman defining their birth as traumatic. These experiences described by women appear to be linked to language spoken to them, primarily by healthcare staff, that left them feeling betrayed, abandoned, and that they no longer retained self-autonomy or self-agency over their own bodies (Moyzakitis, 2009; Harris and Ayers, 2012; Hollander et al, 2017),  
In contrast, there is very little information relating to what happens to women after their traumatic birth experience, and how, from a phenomenological perspective, they make sense and meaning of this lived experience. 
When exploring social media, online blogs and other sources of non-academic information, specifically in reference to the phrase ‘Be grateful’ a healthy baby is all that matters’, it seems that these words are generally seen by women themselves as very negative and silencing (Hill, 2020; Wynne, 2019; McCulloch, 2018; Brock, 2019; Moorhead, 2013.) 
However, there appears to be very little current academic research that examines this specific phrase and its impact on post-birth traumatised women when it is said to them. Interestingly, an academic search engine revealed one article, a personal account of a traumatic birth experience ‘A Healthy Baby Isn’t All That Matters’  (Fiscer, 2008) that specifically paraphrased the phrase in its title. Google, on the other hand, produced approximately 86,500,000 results (0.62 seconds) for exactly the same phrase. Even when allowing for Google searching on much broader and, for some search returns, less relevant parameters, nevertheless it suggests that this specific phrase and its consequences are well-recognised within pregnancy and birthing orientated online communities, even by the general public, but its impact is rarely considered from an academic perspective.

It was realising that this gap in academic understanding in what happens to birth traumatised women in the postnatal period and beyond that motivated the author to undertake this research project. The project would explore this phenomenon through the lens of how women feel and the meaning they make, when they try to speak of their traumatic birth experience and are told ‘Be grateful; a healthy baby is all that matters’. It is hoped to bring this phenomenon to the attention of the academic world with a view to facilitating and supporting changes in the use of language when speaking with women who have a lived experience of traumatic birth. 

The author has chosen to undertake a qualitative, hermeneutic study that would explore what this phrase means to women when they hear it, and what impact it may have upon them and their sense of self. As a person-centred therapist, (Rogers, 1957), with a Pluralistic approach to therapy work (Cooper and McLeod, 2011), the author is particularly interested in how others view their lived experiences and make meaning of them. To this end, the author decided upon gathering data about the meaning of the phenomenon from women via an online focus group. An Interpretative Phenomenological Analysis (Smith, Flowers and Larkin, 2009) was the methodology chosen to interpret this data as this was felt to meet the primary requirement of extracting meaning and developing understanding of that meaning from the data. Whilst it has been preferable to hold focus groups face to face, an online group is not unprecedented (Kite and Phongsavan, 2017), and was, unfortunately, necessary due to the impact of Covid-19 (World Health Organisation, 2020) on the UK at the time. On a positive note, the online focus group participants came from geographical locations across the UK which could be argued as giving a more balanced view of the phenomenon on a nationwide basis.

[bookmark: _Toc515454979]
1:4 Chapter Summary
This chapter outlines how this research project came into being and why the author considered the topic to be of importance. Currently, there is little academic literature that demonstrates what happens to women after their experience of traumatic birth from the perspective of how they will get on with their lives despite the impact a traumatic birth may have had on their meaning-making of themselves as mothers and as women, how this lived experience may have altered their perception of Self (Gallagher and Shear, 2013). This Project hopes to address that deficit in specific relation to the phrase ‘Be grateful; you’ve got a healthy baby’.
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[bookmark: _Toc515454981]2.1 Chapter Overview
The purpose of the literature review was to identify relevant literary sources that would add information, context and understanding when considering the research question:
“Be grateful: a healthy baby is all that matters”: what understanding and meaning-making do women construct when this phrase is said to them in relation to their experience of a traumatic birth?”
Grant and Booth (2009) propose differing types of literature reviews. As this research project focuses on meaning-making and understanding it was felt that a quantitative approach to the review would be inappropriate.   Consequently, a ‘narrative review’ approach was chosen with the intent of summarising key literature in a qualitative manner (Aveyard et al, 2016).
As this review searches for specific literature in order to answer a specific question, this particular review can be considered as a process that is both direct and linear. From the viewpoint of Aveyard et al, (2016), this element of specificity would label the search as selective or purposive in nature, recognising that the outcome was not to identify all relevant literature, but to deliberately select works that were apposite to the research question.
These days, with such a vast amount of literature available, it is almost inevitable that some relevant literature may remain unidentified or omitted due the constraints of the review. This limitation is noted and acknowledged.
Searches were undertaken using online search engines such as ‘Ex Libris’ provided by University of Wales Trinity Saint David. Ex Libris incorporates databases such as ProQuestCentral, CINAHL, PsycINFO and MEDLINE. 
Whilst it is recognised and fully accepted that normally a literary review considers only peer-reviewed works, the lack of such works meant that other sources had to be considered. That there is no currently existing pool of relevant academic work was, in part, why the author chose to address this question as a research project in hopes of drawing attention to the phenomenon and perhaps even encourage the academic world to focus further time and attention in additional research.
Google was chosen to search for non-academic literature, primarily in the form of blogs and self-published articles. Where possible articles were chosen that exampled narratives of relevant lived experiences or which offered relevant opinions on the phrase ‘Be grateful; a healthy baby is all that matters’. These valuable, non-academic, personal insights into relevant perspectives and meanings, in turn, enriched the hermeneutic aspect of this review.
Consideration was given to the publication date of studies.  However, any works relating to the consequences of birth trauma are sparse with little evidence of research or mention of birth trauma from a personal perspective prior to the 1990’s. Consequently, it was decided to have no restriction regarding publication date.
2:2 Defining Birth Trauma
Zimmerman (2013) outlines the clinical definition of what birth trauma means in relation to the Diagnostic And Statistical Manual of Mental Disorders: DSM-5 (DSM-5) criteria for PTSD as outlined in the American Psychiatric Association’s manual (2013). However, she also points out that between 10.5 - 30% of women who identify their birth as traumatic may not actually meet these diagnostic criteria. Because this project is interested in meaning-making of their lived experiences by women themselves, having a medical diagnosis as a means to determine whether a woman has experienced birth trauma or not becomes irrelevant. All that is of interest is how each individual woman defines her lived birth experience, and how what happened to her led her to define that experience as traumatic. Consequently, for the purposes of defining what traumatic childbirth means, this work uses the definition outlined by the Birth Trauma Association (2018b) as this definition is written by birth traumatised women for other birth traumatised women.

2:3 What Makes A Birth Traumatic?
What makes a woman identify her lived experience of giving birth as traumatic can be extremely complex. There is the lived event, what occurred in terms of chronology and physical experience to the woman. There is also the meaning she has constructed and allotted to that experience (Langdridge, 2007). Initially, birth trauma research, although recognising the psychological aspect of trauma, focused on physical causes for that psychological trauma occurring, for example, massive haemorrhage, emergency surgery, a baby born ill/injured; where the life of mother, child or both was threatened, or indeed lost (Zimmerman, 2013).  What is interesting here is that such events are ones which can be readily defined by others as traumatic. In fact it was only in 2010, that it seemed to be recognised that the experience of childbirth could be traumatic at all (Alcorn et al, 2010).
What the author has noted as an interesting phenomenon which is apparently almost unrecognised is that very often at the precise moment a woman is experiencing trauma during her lived birth experience, others directly around her are not. In fact, many of the people around her are just going about their work and doing their job often completely unaware of what is happening to the woman internally.
Perhaps because this phenomenon is not formally recognised, it seems that much of the research seeks only to identify factors that might help recognise situations where past birth trauma as a consequence of physical causal factors would be an increased risk for a currently impending birth – previous physically difficult birth with injury or near-death for mother and/or child, previous lived experience of a seriously ill baby at birth with admission to the Neonatal Intensive Care Unit (NICU), previous experience of stillbirth, for example. However, it is only in the last 10 years that the psychological factors that can contribute to birth trauma began to be more rigorously investigated. This began with the obvious; for example, previous mental health illness, the recognition that previous abuse, be that as an adult or child, whether sexual or non-sexual in nature, was a strong factor for increased risk of the woman experiencing birth trauma (Simpson and Catling, 2016).
What was not considered in any great depth beyond the odd opinion paper here and there, for example, Fiscer (2008), was the contribution garnered by the lived psychological experience that would lead women to subsequently define their births as traumatic. Slowly, inquiry gathered momentum in the academic world in considering when viewing through a psychological lens, what is it that makes a birth experience traumatic? 
Moving away from the already mentioned lived experiences of physically traumatic births and the psychological trauma arising directly from those experiences, what began to filter through was that how women were treated by their care-givers had a direct and significant impact on whether they would subsequently define their lived birth experience as traumatic or not. This phenomenon would present regardless of whether the woman’s lived experience of physical birth was traumatic or not to her (Beck, 2004).
The initial studies identified that ‘poor communication’ was a contributing factor associated with birth trauma. Indeed, Ford and Ayers (2011) specifically raised this as a significant risk factor for the manifestation of birth trauma. In this instance, poor communication encompassed partners and family as well as midwives leaving women feeling unheard, unimportant and dismissed. There was some indication that positive communication and support that upheld a woman’s dignity and self-autonomy during pregnancy and birth had the potential to mitigate other risks that might lead to birth trauma occurring – not coping with pain, unexpected obstetric interventions, and a previous history of trauma. However, the authors recognised that further research was required.

Moyzakitis (2009) delved further in investigating the meaning of what ‘poor communication’ meant to birth traumatised women. On examining, as part of a small research project in South Wales, what women themselves identified as poor or negative care was related to themes regarding staff abuse of the power relationship between themselves and women; not giving women information, not supporting women as women wished to be supported; betrayal experienced when staff did not treat women in the kind and compassionate way expected. The loss of self-autonomy was expressed as a direct contributor to women feeling traumatised by their birth experience (Moyzakitis, 2009).
Harris and Ayers (2012) found similar results when exploring what makes birth traumatic as ‘hotspots’ or moments of extreme distress during the experience. Yet again, the most prevalent hotspot related to that of interpersonal difficulties with care givers – where women felt ignored, felt abandoned, felt pressured to do what the care giver wanted, and felt betrayed.
Hollander et al, (2017), replicated much of these findings with the same themes emerging from their retrospective survey undertaken by over 2000 women. Loss of control and self-autonomy was a dominant theme yet again, and communication difficulties with care givers also scored highly as a contributor to birth trauma with women feeling unheard or ignored; ignored when they asked for or declined interventions; ignored when they expressed a wish for more or better emotional or practical support.
Reed, Sharman and Inglis (2017) take a further step into exploring what it is that care givers do that invokes trauma in women who are giving birth. Reed et al, (2017), identified four areas of caregiver behaviour that women found specifically traumatising – placing the their own agenda above that of the woman; dismissing women’s embodied knowledge including infantilising women; lying, threatening and  bullying to coerce the woman into doing/agreeing with what the caregiver wanted; that women were left feeling violated. This related to not just physical assault, but also to violation through the loss of bodily control and self-autonomy and resultant feelings of betrayal (Reed, Sharman and Inglis, 2017). 
What is clear from these works is that how women are treated by their care givers has a significant role in whether or not those women subsequently define their lived birth experience as traumatic or not regardless of their experience of giving birth from a physical perspective. That birth trauma is not just trauma to the body, but is equally trauma to the psyche that damages psychological well-being.
There is also the impact of friends and family to consider in that they may inadvertently contribute to the psychological trauma of a woman’s birth experience. Whilst the author could find no academic studies that directly considered this phenomenon, both Fiscer (2008) and Manninen (2020) make reference to this as lived experience within their academic publishing.
 Smith, Flowers and Larkin (2009) point out that in order to give sense, meaning and context with a hermeneutic. Phenomenological research process is that we will each compare any findings to our own lived experiences, and this includes findings gleaned from the literature review.  In this light, the author has listened to countless women talk about their feelings of betrayal and anguish when a birth partner failed to advocate for them during their birth experience leaving them feeling alone and vulnerable; when their partners, other family members or friends ridiculed their preferences or informed decisions for how or where they would give birth leaving women feeling infantilised, powerless, and made to feel they are irresponsible and didn’t care about their babies. This often took place afterwards in the form of ‘I told you so’ derisory remarks. Women felt that partners, families and friends cared more about the baby than about her and she became, essentially, a ‘voiceless incubator’ and of even less value after giving birth as all attention was on her baby. Women described feeling helpless, diminished and betrayed in ways that resonate with those described by the academic work of Ford and Ayers (2011), Moyzakitis (2009), Harris and Ayers (2012), Hollander et al, (2017) and (Reed, Sharman and Inglis, 2017)  relating to maternity care workers 
In understanding the psychological aspects of birth trauma in terms of power and autonomy over oneself during this lived experience, one can move on to consider what happens to birth traumatised women after this lived experience.

2.4. The Aftermath of Birth Trauma And Being Told ‘Be Grateful; A Healthy Baby Is All That Matters.
The psychological impact of a traumatic birth can be divided into main threads; the feelings experienced as a direct consequence of trauma – hypervigilance, anxiety, panic, a constant sense of dread and impending doom. These are tied directly to the lived experience and it is on the basis of these feelings as signs and symptoms that a diagnosis of trauma or PTSD may be made (American Psychiatric Association, 2013).

From a reflective perspective (Smith, Flowers and Larkin, 2009) the author has noticed what seem to be less well recognised less recognised consequences exampled by women who have described feelings of having lost their confidence in their ability to be both a woman and a mother of value, expressions of shame for ‘failing’ at birth or not coping with their trauma, feelings of guilt for not being a ‘good-enough’ mother to their child, feelings of being ‘less than’ other women who gave birth without experiencing trauma especially where the woman felt the other woman had a worse birth experience than herself. These descriptions of how they feel give every indication of emerging low self-esteem and self-worth that begins to colour every aspect of these women’s lives in addition to the trauma symptoms with which they are already trying to cope.
From an academic perspective, Beck (2011) provides much insight into the short and long term consequences of birth trauma for women. In this phenomenological study she introduces the concept of ‘amplifying causal loops’ (Beck, 2011, pg304). In short a causal loop can be seen as phenomenon where cause and consequence of lived experiences each continually transform into the other becoming loops. For the recipient experiencing this process, it can make them feel better or worse psychologically and emotionally. What Beck noticed is that the six amplifying causal loops she identified could be reinforced positively but this did not mean in terms of the recipient feeling more positive emotionally. Positive reinforcement only meant there was more of whatever emotion and feeling was already invoked. For example, in relation to breastfeeding for mothers who had experienced birth trauma, Beck found two positively reinforcing causal loops. However, one loop related to women’s trauma increasingly impacting on their breastfeeding experience so negatively and destructively that the women were eventually forced to stop breastfeeding altogether because to continue was becoming traumatic in itself, whereas the other positive reinforcing causal loop related to women feeling that breastfeeding offered some healing from their traumatic birth experience in that while they might have ‘failed’ at birth, they could still breastfeed their babies and doing so mitigated their sense of failure and reinforced the idea that they were still a ‘good’ mother.

Applying this concept to that of the impact of the phrase ‘Be grateful; a healthy baby is all that matters’, it can be considered that this phrase may trigger and amplifying causal loop that sets off a process that ties a traumatic birth experience and the feelings of failure that sit with that with every time the phrase is said it reiterates these feelings of failure and insidiously eats away at the woman’s sense of self-worth, self-esteem and of confidence in herself to be a ‘good’ mother and, indeed, to be a human worthy enough to have existence in this world.

 Beck (2015) replicated much of these findings in her study exploring the wider implications of birth trauma which she referred to as an ‘ever-widening ripple effect’. She points out that for women who have experienced birth trauma, the effects of that trauma continue to spread and affect many aspects of their lives. The ability to form meaningful, loving and nurturing bonds with their babies is described vividly by these women and the subsequent fear of being a ‘bad’ mother, guilt and shame experienced as a consequence to the point they describe feelings of dissociation from their baby, other children and even their partners. Beck (2015) noted that partners who had been present at the birth could experience secondary bystander trauma, (Rakime, 2013) which affected aspects of the couple relationship or the woman herself might withdraw from the relationship because of feelings of anger towards a partner who failed to protect her or because she felt unworthy now to be in the relationship and valued by her partner in the same way as before she gave birth. In terms of amplifying causal loops or a ripple effect, this would appear to lead to the woman herself feeling ever more inadequate as both a mother and as a woman so furthering her feelings of shame and guilt. In turn, there is an increasingly negative impact on her sense of self-value, self-worth and confidence in herself as a human being. From the reflective position (Smith, Flowers and Larkin, 2009), the author has listened to many narratives that encompass these concepts and consequences of what happens to the lives of birth traumatised women. When relating their stories, many women expressed their guilt and shame for being a burden on their partners and families for not coping and getting over the trauma of their experience as they feel they ought to do. As though having these devastating feelings is something they have brought upon themselves and then unleashed on their families like some sort of karmic punishment. In addition to the guilt and shame were expressions of grief, sadness and a need to mourn not just the trauma of their lived experience, but also the destruction of the dreamt-of and envisaged birth experience that did not happen.
Kudeva (2015) inquired into feelings of grief experienced by birth traumatised women in the aftermath of their birth experience. This work centred on women’s accounts of unexpressed and dismissed grief that came about as a consequence of having their expectations for birth subverted by healthcare systems that treated them as objects and with a complete disregard for their psychological and emotional well-being; care givers who bullied and assaulted them; feelings of being uncared for and abused. Yet, afterwards, these women felt unable to speak out about their grief. Indeed, they appeared to others to be unaffected by their traumatic birth experience and seemed to be coping well with day to day life. This meant, of course, that their distress was even less likely to be recognised, and more likely to be dismissed if they tried to articulate their feelings (Kudeva, 2015).
Observing through a reflective lens, (Smiths, Flowers and Larkin, 2009), this is also seen very commonly amongst the author’s clients who have experienced birth trauma. When discussing this, women say that they feel great pressure to appear ‘normal’ which seems to mean as they were before the traumatic experience. Many worry that the effects of trauma – their irritability, hypervigilance, anxiety, insomnia and so forth will be seen by their children and they do not want their offspring to develop such strategies for getting through life. Another aspect is the fear of being judged negatively for not coping and somehow ‘allowing’ trauma to continue when they should ‘be over it by now’. That this reinforces their feelings of shame, poor self-value and self-esteem and overall feelings of confidence is themselves as person and mother is clear to see to the therapist’s eye however much these women are able to mask their distress in the rest of the lives.
Much of this is present in the few articles that directly address the phrase ‘Be grateful; a healthy baby is all that matters’ in the context of academic literature.
Fiscer (2008), for example, details the traumatic experience of giving birth and her baby’s immediate transfer to the Neonatal Intensive Care Unit and his stay there until discharge home. Her story speaks, in parts, of the terror and despair she felt whilst living the experience. Yet afterwards she was told by everyone around her, including her husband and mother, that their baby was healthy now and this was all that mattered. She notes that while she could see the kindly intent behind their words, it was, nevertheless, incredibly damaging to her. In her eyes, how could all her baby had gone through in the first days and weeks of his life possibly be negated because he was healthy now? What comes through equally clearly is her shame and guilt that she somehow caused these outcomes for her child by opting to give birth via Caesarean Section. 
A very different  perspective can be gleaned from Manninen (2020, p.105) who has written about perspective of what is means to be told ‘be grateful; a healthy child is all that matters following her lived experiences of having babies by Caesarean Section. She views her experience through the lens of Marx’s ideas of what it means to labour. In short, she postulates that becoming pregnant, giving birth and being a mother are intrinsically enmeshed with femininity and the business or essence of what it means to be female, and that when the work of becoming and being pregnant or giving birth is taken away for any reason, it leaves the woman bereft and uncertain of her purpose or reason for being. This creates ambivalence, relating to the idea of ‘contingent conflict’ here using the definition outlined by Woolfrey (2020, p34). Here it is argued that ‘contingent conflicts’ means those lived experiences where two desires that in the here and now are opposed but that in different circumstances would not be. For example, in reference to Manninen, giving birth vaginally has deep intrinsic meaning to her perception of herself as a woman, yet, for health reasons, she has both her babies via major abdominal surgery. In different circumstances, it might have been possible for her to give birth vaginally without risking the well-being of herself or her children. To add to her ambivalence about how babies were born and the impact this had has on her perception of both woman and mother, she then experiences being told that she should be grateful for this deeply distressing internal dissonance because her babies arrived alive and well.
One has to wonder when trying to pinpoint what it is about the phrase ‘Be grateful; all that matters is a healthy baby’ that makes it cause such distress to birth traumatised women, and particularly when considering the impact on their perception of their own self-worth and self-value, whether it is because the phrase in itself invokes contingent conflict and the resultant ambivalence by the mother towards herself and who she perceives to be. For example, any woman who is pregnant will have a mind’s eye vision of what that birth will look like, how she will cope, how and where her baby will arrive and the kind of mother she will be. Then trauma smashes that vision, and even as the mother struggles to recover from that trauma, she also knows that in different circumstances her envisaged birth could have been reality; there sits the conflict. Perhaps ambivalence is actually a self-protective withdrawal from the emotional pain of having to acknowledge to oneself that in another situation things could have been different. Survival becomes paramount (Van der Kolk, 2015). Then in the middle of that trauma, emotional pain and grief she is told to be grateful for it because her baby is healthy. 

Thankfully, a non-academic search for narratives and articles directly referencing the phrase ‘Be grateful; a healthy baby is all that matters returned a very different view. In contrast to academic search engines Google returned pages of links in seconds. A few examples – Aims Ireland (2014), Hill (2020), Hobbs (unknown), Humphries (2001). Almost all consistently refute the idea that saying this phrase is helpful in any way to birth traumatised women. In fact, the dominant theme is that ‘a healthy baby is NOT ALL that matters’. What all these articles do is seek to separate a traumatising birth experience and the meaning of that lived experience to the mother away from the gratitude and thankfulness that any mother feels on the safe arrival of a healthy child. Whilst the two experiences may have occurred in the same chronological time span, they are not mutually interdependent but, instead, very separate issues. These articles reiterate that, of course, every mother is grateful her baby arrived safe and well and that this premise is not contestable. At the same time, a healthy baby’s safe arrival does not justify or somehow make acceptable that a traumatic birth experience was part of that process. All these articles state with varying degrees of vehemence phrases like ‘women matter too’ (Godar, 2019); ‘women are not walking incubators’ (Kiddle, 2005); ‘the psychological well-being of women during birth matters’ (Simkin, 2004). All speak of how damaging and silencing it is for women to be told that not only is that her baby is healthy all that matters, but that she should be grateful for the traumatic experience she endured to give birth.
Other articles point out, in echo of Fiscer (2008) that not all babies do arrive in a healthy state. Some are ill or injured and some babies die (Wlliams, 2013, Rääbus, 2020). Of interest in these cases, is that women will be told to be grateful for something else such as their other live children, or that, as per Fiscer, (2008), their baby is healthy now and to be grateful for that and ignore what went before.
It is through reading the non-academic literature that it becomes so easy to see why this phrase causes so much distress and why so many non-academic birth workers are up in arms writing fiercely that the world needs to stop saying this to birth traumatised women because it does not help and in amplifying guilt and shame often makes things indescribably worse for these women.
The leading causes of death amongst women in the first twelve months after birth is suicide (Maternal Mental Health Alliance, 2019). This alone should make all of us question what happens to women after birth that such a devastating thing is still happening in the United Kingdom (UK). One cannot but question that there may be a link between the experience of birth trauma and its aftermath becoming so untenable that some women choose to end their lives.
2.5 Chapter Summary
What both research and women’s stories indicate is that the lived experience of birth trauma leaves women feeling diminished, unheard and grieving resulting in low confidence, poor self-esteem and self-value. As well as dealing with all this, they are also trying to cope with traumatic symptoms such as hypervigilance, anxiety and panic every single day. Yet many appear to say nothing and endeavour to carry on their everyday lives showing as little as possible of the effects this experience has had on them. To then be told to ‘Be grateful; a healthy baby is all that matters’ appears only to cause further distress.

What this literature search also reveals is that while this is a well-recognised phenomenon is the non-academic birth world, it is barely noted in current peer-reviewed research. This reinforces the hope that this Project will address that gap is some small way.
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3.1 Chapter Overview
This chapter outlines the methodological approach chosen for this research project. It explores why the researcher chose the particular methodology, as well as offering brief specifics of the chosen method. The proposed methodology was a qualitative, experiential investigation (Langdridge, 2007), which explored the phrase ‘Be grateful; a healthy baby is all that matters’ as a phenomenon in relation to its impact when said to women who identify themselves as having had a traumatic birth experience (Beck, 2004). 

3.2 Method – Interpretative Phenomenological Analysis
The very nature of the phenomenon that was the topic of this research, by default, excluded a quantitative research method (Kumar, 2014, p.132). The basic premise of this research project was to better understand what the phrase ‘Be grateful; a healthy baby is all that matters’ means to birth traumatised women when it is said to them by others. The focus was on a better understanding and interpretation by the researcher which in turn could improve the researcher’s ontological and epistemological reflexivity (Willig, 2019) in relation to birth traumatised women and what the phrase may mean to them. 
Qualitative research methods set out to understand descriptions, contexts, meanings and interpretations relating to the thing to be investigated (Kumar, 2014, p.133). In order to identify an appropriate research method for this project, it became necessary to consider what was trying to be achieved. In relation to the phrase ‘Be grateful; a healthy baby is all that matters’, the purpose of the investigation was not to describe it, consider how or where women might have heard it or even who might have said it to them. The purpose was to gain a better understanding of what it meant to individuals when it was said them and, in turn, whether this had any impact on their perception of how they saw themselves as both woman and person. In short, was there an effect on the ‘Self’ (Guenther and Alicke, 2013) as a consequence of these words, and what does this effect mean to the individual experiencing it, if it occurs? When considering various research methods that might meet this requirement, Interpretative Phenomenological Analysis (IPA) stood out as wholly appropriate. This was precisely because, as a research method, it moved away from description and focused on the hermeneutic understanding of constructed meanings held by an individual in relation to their lived experience. This research process then sought to extract new meanings and understandings from the thematic analysis of relevant collected data (Langdridge, 2007, p.55).
Thus, IPA as described by Smith, Flowers and Larkin (2009), was to be the method used to analyse, code and determine meanings from a written data source. The data source was a transcription made from the audio recording of an online group discussion. The transcription was fully anonymised and participants were made aware of this and had given their consent prior to participating in the focus group.

The decision to have a focus group and to have the discussion online might appear to have flown in the face of the fundamental purpose of an IPA where data is usually collected in the form of individual interviews in order to ensure that the richness of an individual’s idiopathic interpretation of a lived experience and the subsequent meanings they construct about it are gathered as fully as possible. However, as IPA has evolved over the years, focus groups have become a valid means of collecting idiopathic data (Smithson, 2000; Smith, Flowers and Larkin, 2009, pp71-73; Mercer, 2012; Woodyatt, Finneran and Stephenson.2016).  The work of Kite and Phongsavan, (2017) added additional validation to the use of online focus groups for research purposes.  There was also the element of group dynamics to be considered, and how this may affect how an individual may be reconstructing their interpretations and meanings in the moment just by being a group participant (Stewart and Shamdasani, 2015). As a separate issue of practical note, it has to be acknowledged that the effect of the Covid-19 REF pandemic on the everyday lives of people in the United Kingdom (UK) in 2020 contributed to the decision to run the focus group online.



3.4. Other Considerations When Designing Means To Collect Data 
3.4a.The Focus Group
Data were gathered via an online focus group (Smith, Flowers and Larkin, 2009, pp71-73) comprising six to eight women who resided in the UK. The focus group took place online as, in this day and age, many adults are familiar with, and regular users of, social media and other online group discussion platforms. The focus group took place over 1.5 hours and was structured using a series of questions (Appendix 1) designed to encourage women to talk about how they have been affected, or not, by having this phrase said to them. An observer was present for the group discussion and this was the principal researcher’s academic supervisor. The participants were aware that an observer would be present prior to giving consent to participate.
Several software platforms were considered on which to host the focus group. In the end, Zoom was chosen as this platform was felt to be the most the most secure in terms of protecting participant confidentiality. The Focus Group Participant Information Pack (Appendix 2) was designed to include all the pertinent technical information related to equipment and software that participants would use in order to be part of the group. Instructions for joining the online focus group were sent to individually to participants prior to the group starting.


3.4b. Participant Recruitment
The research project purpose was shared on social media sites, and using the accompanying inclusion/exclusion criteria, participants identified themselves and notified the researcher via email to request to be part of the focus group. Those who notified the primary researcher of their interest were sent by email, the information pack which included a consent form. In order to participate each participant must have read the pack and returned a completed and signed consent form.
Participants not meeting the inclusion criteria were not be included. 

3.4c. Participants
Six to eight adult women who resided in the UK were recruited for the focus group. This number of participants was chosen in order to acknowledge that, whilst focus groups can be seen as a valid means of collecting data for an IPA, nevertheless, the larger the group, the greater the risk of losing the idiopathic context which gives unique meaning to this form of phenomenological investigation. Consequently, it was felt that six to eight participants was a reasonable number for this focus group.
The primary inclusion criteria was that any participant had an experience of being told ‘Be grateful; a healthy baby is all that matters’ when trying to talk about a lived birth experience they identified as traumatic.
That any participant did identify her birth experience as traumatic did not require a medical diagnosis. This decision was made on the basis that a medical diagnosis was surprisingly irrelevant. This project focused on the lived experiences of individuals and the idiopathic meaning they have constructed for that experience, and the consequences it has had, or not, upon the individual’s perception of themselves as a woman and as a mother. To require a diagnosis made by a medical professional who was not even present when the traumatising event occurred, was viewed as breach of self-autonomy in that women had every right to decide the nature of their lived experiences for themselves. Also, the impact of being told ‘you are traumatised’ in the form of a medical diagnosis had to be considered in how this might colour the perception, meaning and context an individual might make in relation to a lived experience.
Nevertheless, from an ethical perspective, it was of great importance to have a set of criteria that determined whether a potential focus group participant would be included or not, and these focused primarily on ensuring that the risk of re-traumatisation (Alexander, 2012) as a consequence of participating was minimised.

3.4d. Inclusion And Exclusion Criteria
A set of criteria intended to include or exclude individual participation is outlined in Appendix 3. 

3.4e. Protecting Participants – Risk of Re-traumatisation
The risk of re-traumatisation was a major ethical consideration when constructing the research method for this project. Consequently, part of the research method required that provision was made to do all possible to protect participants from this risk (Appendix 4).

3.4f. Protecting the Researcher
Listening to trauma narratives has the potential to invoke secondary trauma (Greinacher, 2019) for the listener. From an ethical point of view, it was important to also ensure that the primary researcher was not psychologically harmed as a consequence of undertaking this research. Therefore, provision was made to ensure that the principal researcher had relevant help and support should this occur.
3.4g. Confidentiality and Anonymity
It was not possible for anonymity of the focus group itself to be maintained. Even though the focus group took place online, participants were able to see and hear each other. Participants could choose whatever name or title they wished to be referred by when in the focus group, and whatever participants chose to disclose about themselves was entirely at their own discretion. Participants were reminded that their participation was being videoed and recorded prior to beginning the focus group discussion. 

Participants were reminded that an observer was present. She introduced herself and then took no further part in the discussion.

The audio recording of the focus group discussion was needed for transcription and the transcript used as a data source for the IPA. However, its very existence presented a potential confidentiality breach of participant data. To minimise this risk, the audio recording was transferred to a password protected file on the researcher’s lone use password protected computer. Transcription of the audio file was undertaken by a company able to offer appropriate security measures to protect the data. 
The consent form that each participant signed included a statement that the participant agrees to not mention elsewhere what was discussed in the focus group, and that each would respect the confidentiality of the other members of the focus group.

In terms of publishing and participant data, if their words were quoted in the dissertation or in any subsequent publishing of the research, participants were be identifiable and had given signed consent for their words to be quoted.


3.5. Analysing The Data
The author followed the analysis structure laid out by Smith (2004, p.50-51) that specified how focus group discussions were analysed. Consequently, the transcript was be parsed twice; once for group dynamics and patterns and a second time for individual participant stories. In terms of group dynamics and patterns, Phillips,Montague and Archer (2016), referred to this as ‘groupness’ and offered a four stage process for incorporating these group elements into the analysis. The intention was to incorporate this in a moderated form into the first parse process.
By undertaking this analysis of the transcript, the intention was to determine, from a hermeneutic perspective, themes and meanings of the lived experiences of the focus group participants in relation to the phrase ‘Be grateful; a healthy baby is all that matters’.. This process involved:
1. Identifying superordinate and subordinate themes.
2. Interpreting deeper levels of meaning.
3. Constructing new meanings.
4. Sharing these findings with other relevant academic and health professionals in order to offer input towards the development of current understanding, beliefs and meanings of what makes birth experiences negative to women.
The construction of new meanings and their subsequent dissemination can be seen as a phenomenon known as a hermeneutic circle (Langdridge, 2007, p.122). A hermeneutic circle can be understood as what the researcher interprets and constructs from the data to new meanings for herself as an individual, and not just understanding, from her own perspective, of the lived experiences of the participants. Perhaps a better way of explaining this is that the process steps beyond the researcher hearing and making meaning of the narratives offered by the research participants, and moves forward into constructing new understandings and meanings generated by the researcher. It sets out to both broaden and deepen what pre-existing knowledge, understanding and meaning the researcher may have had prior to undertaking the analysis. This circle can be widened by the researcher then sharing and disseminating what she has learnt with other interested individuals. These individuals can be the participants themselves who may find it helpful to have meanings that may help them understand their own feelings about their own lived experiences. This hermeneutic circle can then be extended out to others caring for pregnant and birthing women in maternity care systems to enable them to develop their understanding and meaning-making of what it means to women to have the phrase ‘be grateful; a healthy baby is all that matters’ said to them in response to their attempts to talk about their negative birth experience. Thus, the hermeneutic circle can become both ever expanding and shrinking as it moves endlessly between part and whole.
What was also considered here were Gadamer’s ideas that we cannot truly bracket ourselves away and not be affected, influenced or changed by the lived experiences of others as they are expressed to us (Langdridge, 2007, p17; Laverty, 2003). Surely, in order to construct new meanings and contexts, we, as humans making sense of our world, must be affected, influenced or changed for this process to occur? Therefore, the project method was designed to acknowledge and embrace this phenomenon.

3.6. Chapter Summary
The choice and design of research method, an Interpretative Phenomenological Analysis, set out to collect and analyse meaningful and relevant data to bring enlightenment to the research question: 
How do women who have experienced birth trauma make sense of the current discourse of ‘Be grateful; a healthy baby is all that matters’?

Every attempt was made to ensure this was achieved in an ethical and professional manner.
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4.1. Chapter Overview
The purpose of this chapter is only to give a résumé of superordinate and subordinate themes that emerged from the process of analysis.

4.2. The Focus Group
Eight female participants were recruited from across the UK. Only six were able to participate on the day the focus group took place. Of the six, one woman was heavily pregnant. After some discussion around ethics, it was decided that, as a compos mentis adult, she was perfectly capable of deciding for herself whether participating in the group would be too stressful for herself and her baby. She was contacted to discuss this, and made it known that she was perfectly happy to go ahead. In fact, she contacted the researcher a few weeks later to say she had had a very positive birth experience at home. 
Of the six participants, none required any follow-up in terms of sign-posting for further support. No participant indicated that re-traumatisation had occurred as a consequence of participating. All the participants stated they were glad to have had the opportunity to participate.


4.2. How Themes Emerged
The emergence of themes was achieved by the reading and re-reading of the transcript many times. Initially, the entire transcript was read through 4 times and initial noting was completed (Smith, Flowers and Larkin (2009). The first part of this was to consider the transcript from the perspective of group dynamics (Brown and Pehrson, 2019), and, in particular, with some cognisance to the ideas of Phillips,Montague and Archer (2016) and their framework for focus group analysis. 
However, the primary purpose of this Project is to consider the phenomenon and the meanings constructed from it through an individual lens, not that of group dynamics. So, only the first of Phillips, Montague and Archer’s (2016) criteria was utilised in analysing the transcript. This criteria sat around the concept of ‘groupness’ and sought to identify themes that indicated how participants might use language differently as a reflection of their inner thoughts and feelings, simply because they were part of a group. In turn, this would bring consideration later to determine if this awareness in participants might have impacted on their individual ability to say what they wanted to say without inhibition.

Initial noting (Smith, Flowers and Larking, 2009) then moved on to track or parse each participant through the transcript from beginning to end. This parsing, reading and noting was repeated until individual themes emerged for each participant. Each individual participant’s transcript was parsed four times, once reading each sentence of their transcript backwards to deconstruct what was being said in order to maintain a ‘fresh eyes’ approach to the analysis. A document was constructed for each participant that commented on linguistics (Smith, Flowers and Larkin, 2009, pg88), where stories or descriptions were narrated, where something of interest or difference was highlighted to the researcher. 

It was necessary to include an incubation period (Moustakas, 2016) between each parsing phase for each participant and between participants themselves. It may seem odd to include a concept relevant to heuristic inquiry into a hermeneutic piece of research, but it was found that without these ‘rests’ between parses and between participants that bracketing (Smith, Flowers and Larkin, 2009, p99), in the truest sense, could not be achieved. The incubation period enabled the researcher to come back to the transcript and track each participant with ‘fresh eyes’.  Any attempt to not do so had to be abandoned as emerging themes became muddied and entangled between participants. This is not to say that emerging themes were not similar, they were. It is that the incubation period between participants enabled the researcher to avoid applying themes as assumed as applicable to all, a kind of ‘one size fits all’ approach, and instead tried to sustain an approach to this part of the analysis that held interpretations of what individual participants as specifically pertinent to them. The end point of this step of the analysis was emergent themes had been identified for each participant.

Thus, Step 4; searching for connections across emergent themes could begin (Smith, Flowers and Larkin, 2009, pg. 92). Connections are what enable superordinate themes to be identified and it is possible now to construct a list of superordinate themes, each with their list of subordinate themes.

It’s important to note that while the themes may not appear to be directly concerned with the phrase ‘Be grateful; a healthy baby is all that matters’, what analysis brought to the surface was that the feelings, emotions and meanings constructed by the focus group participants were evoked as a consequence of having the discussion. What also became clear was that when the phrase was said to the participants, it seemed to reconnect them to that past trauma. In essence, the phrase had become a trauma trigger (Van der Kolk, 2015,p.65; Rothschild, 2000, p.87). So, the themes all connect to the phrase through that lens of re-triggering past trauma.
What also came out of the analysis was that, to the researcher, the themes did not appear to have a hierarchy, as in one theme was more significant than another. Instead, it appeared as a spider-web of connections and links. So, while there was similarity between participants in that the same themes arose from analysis of each individual’s transcript, the context, significance and meaning-making constructed by each participant, how it all connected, was unique to that individual.


4.3. The Themes
	
Superordinate theme
	
Subordinate theme

	

Nice Girl Syndrome
(Engel, 2010)
	
Infantilising by NHS/ others
Being ridiculed by NHS staff/others
Being silenced by the phrase in the moment
Being told to be grateful by NHS staff/ others
Being objectified by NHS staff
Being ridiculed for wanting another baby
Being ignored by NHS staff when knowing something is wrong
Feeling one cannot decline or say ‘No’.
Unkindness/ cruelty from others
 Assault by NHS staff.

	
	

	
Anger
	
Justifiable – with NHS staff/ others
- for being ignored
                  - for being treated badly 
                  - for being infantilised

For feeling forced to be a Nice Girl
At being told to be grateful when they ended up traumatised/ baby was not healthy
With self for failing at birth
With self for not being brave
For not having time/ space to process what had happened during birth, just expected to get on with it.

	
	

	
Sadness and Grief
	
For what did happened
For what did not happen/ loss the of envisaged birth experience

That I am changed/ damaged by what happened
Trauma is for life

No joy in life now

For being abandoned by health care professionals

For being misunderstood by family/ friends

No-one care

No-one understands

No validation for everything that I went through



	
	

	
Guilt and Shame
	

For not coping with trauma at the time

For not be able to move past trauma and letting it affect me now

For failing at birth

For not being brave

For not saying ‘No’

For wanting to escape home from the hospital

For questioning why I even had this baby



	
	

	
Long Term Impact
	
Feel I can’t bond with my baby

Feeding difficulties

Withdrawn/ ambivalent mothering


Partner relationship fracture/ breakup

Significant delays in having another child/ no more babies


	
	

	
Solutions to minimise this happening again

Taking autonomy back
	
Knowing my legal rights

Taking control

Saying ‘No’

Zero tolerance for poor or abusive treatment

Insist on being heard

Won’t let them near me next time

Educate myself on birth


Have a birth plan

Be cared for by an Independent Midwife

Become a Doula

Obtain copies of medical notes for reference and clarity

Make a complaint




4.4. Chapter Summary
This chapter has set out to explain how analysis identified relevant themes and what those themes are. Of importance is that these themes are not viewed as a hierarchy, but as spider-web of connections. Each spider-web is individual to each participant in terms of what themes mean to the individual and how each person connects her set of themes and their meanings.
The next chapter discusses these themes in detail.
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5.1. Chapter Overview
The purpose of this chapter is to explore and investigate the context and meanings that can be assigned to the themes that emerged as a result of the IPA.

5.2. Groupness
It is widely recognised that there will be interactions and interplays whenever humans are communicating in a group of three or more (Brown and Pehrson, 2019). Whilst group dynamics is not the primary concern of this Project, some interest was exhibited in terms of whether being in a group to discuss the phrase might inhibit what individuals had to say for some reason. The transcript was parsed the through the lens of ‘groupness’ as defined by Phillips, Montague and Archer (2016). Of significance here were two things:

Validation of each other’s stories – it was very noticeable that not once did any participant question or invalidate another participant when that woman was relating her experiences. In fact, the transcript showed numerous examples of the participants giving validation to each other.
Participant 3: “I think it definitely invalidates your feelings really, doesn't it? It just closes you down immediately of, "Wha-whatever your feeling it's-it doesn't matter, does it? Because your baby is here, so forget about it, it's the past."
Participant 4: Yeah. It says, "It doesn't matter what happened to you. What happened to you in hospital doesn't matter," but it really matters a lot. 
Participant 1: “I-I found as well that as-as soon as you'd had the baby, that-that I was eh, very ignored by midwives, very ignored by things, and everything is obviously like you've been hit by a truck 
Participant 3: “Definitely. Just being sat there and saying, "You've got your baby in your arms, that's all that matters now."
Participant 4: “Yeah, go to the other ward, lie down.”

One has to question if this occurred because each had experienced significant invalidation of their lived experiences outside the group. They also knew the purpose of discussion and would already have constructed their own motives and agenda for wishing to participate perhaps. Interestingly, there may also be elements of NICE Girl Syndrome playing out here (Engel, 2010) with participants feeling they could not say anything negative, even if they thought it, in case they were judged and excluded by the other group members.

Further to this, was the noticed use of deprecating humour where women spoke of things they felt might be judged by other group participants. This was an approach adopted as a strategy by the whole group.
Participant 5: “I just had a home birth 10 weeks ago, [chuckles] with an independent midwife.. They were forcing a c-section on me. Wouldn't listen to my birth plan. So at 33 weeks, I booked an independent midwife and I had the most amazing experience in my life. And I would definitely do it again. That's why I look like this because she's 10 weeks now.”

5.3. Superordinate theme: Good Girl Syndrome
If an order of importance must be assigned to establish a hierarchy of superordinate themes then this would be first. It can be argued that it is because of this theme that some participants experienced traumatisation, but why this could be so is complex.  
A starting point is to consider the meaning of the phrase ‘Nice Girl Syndrome’. It was coined by Engel (2010) in reference to why some women find themselves at the mercy of abuse and poor treatment in their relationships with others. All humans have an innate need to be connected with other humans; as a species, we do not thrive in isolation (Hawkley and Cacioppo, 2010). Therefore, in order to be connected, to be part of a family, community and society, any human has to make some effort to fit in with the norms and values of how that family, community or society operates (McLeod, 2013, pp.273-285). Part of fitting in is the concept of social reciprocation, the give and take that exists in, and drives, our relationships with other humans (Molm, Schaefer and Collett, 2007). 
However, how we, as individuals, behave in terms of social reciprocation with others will also depend on factors such as gender stereotyping (Dovidio et al, 2013) and the balance of power in human interactions (Simpson et al, 2015). 
Feminist writers might argue that how women are treated in modern, Western society is still not equal to how men are treated (Shola Orloff and Shiff, 2016). It seems that modern, Western society still values compliance, submissiveness and being pretty most in women. That women are conditioned to be like this appears to begin right from birth. With such insidious conditioning from so early on, it’s hardly surprising that many women find it difficult to assert themselves in our society.

Essentially, girls become women who find themselves unable to be assertive or stand up for themselves and consequently are preyed upon by people who act to manipulate, control or abuse them for their own reasons. Women experiencing Nice Girl Syndrome find it very difficult to say ‘No’ to others and feel constantly obliged to sacrifice their own needs, wants and desires so that others can have what they want. This becomes very destructive when there is internal cognitive dissonance, (Festinger, 1957), between what the woman does or does not want to do, and what she feels obliged to do in order to be liked.

As humans, we may not always recognise that power balance but it does colour every interaction with another human (Simpson et al, 2015). Looking through the lens of Systemic theory, our society has multiple systems and all have their own hierarchy that operates, in principal, through power. National Health Service (NHS) healthcare, as a system, has long held an authoritarian attitude, underpinned by power difference, between its employees and its service users (Gilbert, 2020). It starts to explain why women coming into maternity healthcare systems as service users might feel as though they have no voice. Added to this is research that looks at what happens to service users in an NHS healthcare in that they are expected to be compliant, not question anything and to do as they are told (Mannava, 2015). Ironically, the NHS makes much of tailoring care to individual needs and collaborative care planning yet this does not appear to happen in reality. It would seem that, in direct opposition to their codes of conduct for practice (NMC, 2018, GMC, 2020), some health professional believe they have the authority to objectify women and make decisions for them (Boyle, 2013).
Together, the consequences of Nice Girl Syndrome and the power balance between service users and health professionals appears to result in treatment of women in maternity healthcare systems that is legally, ethically and morally questionable. What follows makes sad reading as this is what participants had to say about how they were treated:


Subordinate theme: Infantilising
Participant 3: “And, I'm actually a nurse myself, and I was taking my blood pressure at home, and I said, I'm getting really high readings here, and the midwife said to me, "You shouldn't be taking your blood pressure at home, because um, you can't interpret it like we can."
Participant 2: I definitely felt very-- as if I was a child who-who. "So you're here now. You're well. We'll let you go in the morning."
Participant 4: And then, it got to the point where, "When you have a c-section, when you want the c-section, ring me." And he actually put the phone down on me, the consultant….. “

Subordinate theme: Objectifying
Participant 1: “The people were talking about me more than to me, and I'm like-- and-- like I was incompetent to make my own decisions anyway, because two failed epi-- two epidurals had failed, so it was like the doctors are making decisions about what to do next, rather than try to make-- It-it felt like I was just invisible on the bed, really.”
Participant 4: It's not about you. It's like, "Lie down. Shut up. Either open your legs and and and deliver this baby, or we'll cut it out."
Participant 5: “Now, I'm-I'm really angry at how dare they treat women this way. As their vessels.”

Subordinate theme: Being ignored when knowing something is wrong
Participant 3: “And then I started um, to feel really quite unwell, and I was ringing triage quite regularly and going in and having my blood pressure taken. It was high, and then I'd be sent home a couple of hours later, and I was adamant that there was something wrong, but no one was listening to me.”
Participant 5: “and I had the exact same thing of, when I was in labor feeling unwell, I was like, "I feel unwell, I don't feel well." It wasn't till I had my debrief that, yeah, I did have a high temperature, I was tachycardic, the baby was tachycardic, but no one was saying nothing, even though I was asking questions during labor, it was just kind of just being not mentioned, and no one was really saying much.”

Participant 5: “It was basically, "The baby's healthy. Your traces are fine. What are you worried about?" And I was like, "I know my key-- My trace is fine, but I'm in so much pain. I'm so frightened. Got my legs numb." No one. No one would listen.



Subordinate theme: Being ridiculed:
Participant 4: “I was literally just convulsing in agony. My head was     repeatedly slamming against the birthing pool and the midwives just laughed at me and just left me in that state.”

Subordinate them; Unkindness from others
Participant 3: “And denying me pain relief was just their own cruelties.”

What is worse is that out of a group of six women from around the United Kingdom (UK), two stated specific that either they had been assaulted during their birth experience, or that things had been done to them to which they had not consented which, from a legal perspective, constitutes assault (Department of Health, 2009).

Subordinate theme: Assault by NHS staff
Participant 4: “My birth trauma was to do with assault from a midwife. There were no actual medical complications in the birth.”

Participant 1: “Well, I should have made a complaint against, you know, the anesthetist, who then like gave me fentanyl drip without consent.”

This raises further ethical concerns that must be addressed. It is a legal requirement in the United Kingdom (UK) that informed consent must be obtained from any NHS service user before hands may be laid on that service user for any reason, unless the service user is, for some reason, incapable of making such a decision for themselves (Department of Health, 2009). It is critical to note, that while tacit or implied consent (Department of Health, 2009, pg. 17) may have been assumed by a health professional, neither of the women who indicated they had been assaulted considered they had given informed consent. The question in relation to Nice Girl Syndrome is ‘what has happened to these women that they believe they have no voice or the right to say ‘No’. One can argue that it is this social conditioning that inherently prevents women from standing up for themselves, their babies and their rights once they are in a healthcare care where power is not in their favour and are ‘cared’ for by health professionals who choose to ignore their legal, professional and ethical obligations that require them to treat service users with courtesy, dignity and respect (NMC, 2018, GMC, 2020).

5.4. Superordinate theme: Anger
Anger is a complex emotion and can often be a mask for other emotions (Rothschild, 2000, p.61). From the analysis, anger expressed by group participants divided into two threads:
Justifiable anger at the way they were treated.
Anger at themselves for ‘allowing it to happen.
Justifiable anger was related to specific issues such as health professionals who failed to listen. This was most noticeable when a woman was expressing her concerns that something was wrong and was dismissed or her worries were trivialised. Then, as the woman predicted, something was wrong and there would be a mad scramble to prevent further harm.

Subordinate theme – justifiable anger at being ignored
Participant 3: “I got severe pre-eclampsia um, and went into kidney failure, and they ended up ripping her out, and she was only three pounds. But everything up until that point, I'd been saying time, and time again, "Something is not right here, and I-I don't feel well at all," and people were just ig-ignoring it.”

It is perfectly reasonable for women to be angry about this, especially when distress could have been avoided, or illness or complications might have been less severe, if health professionals had not tried to dismiss or minimise the woman’s concerns.
Other examples of justifiable anger resonate around women being spoken to as if they were silly, little girls incapable of making informed decisions:


Subordinate theme: justifiable anger at being infantilised
Participant 1: “The people were talking about me more than to me, and I'm like-- and-- like I was incompetent to make my own decisions anyway.”
Participant 2: “I definitely felt very-- as if I was a child.”

For any adult, being treated in this manner is highly offensive, yet it seems to happen to women on a regular basis within the maternity healthcare system.

It was noticed that the group participants also turned their anger against themselves and it was closely tied to the next theme; Guilt and Shame. This was expressed mostly in terms of anger for not doing what they ‘ought’ or ‘should’ have done.

5.5. Superordinate theme: Guilt and Shame
There are lots of definitions that set out to define guilt and shame. However, Brené Brown’s definitions are the ones chosen here, simply because they are the one which seem to have most meaning for ordinary people Essentially Brown differentiates between guilt and shame as follows:
Guilt is ‘I made a mistake’.
Shame is ‘I am a mistake’. (Brown, 2013).
The women in the group expressed both guilt and shame primarily for not coping with trauma in the moment it occurred;
Subordinate theme: for not coping with trauma as it occurred
Participant 2: And I just remember looking at it, thinking like, "What the, what the hell am I going to do with this?"

 Subordinate theme: shame for not moving on or getting over trauma quickly enough
Partcipant 1: “It's only now four years later, I'm even like actually I would like-- how would I let that happen again or actually,”

Subordinate theme: shame for not being brave
Participant 1: I wish I'd been brave enough to actually go like, "Actually that was fucking awful, and uh, really I'm not- I'm not okay actually."

The group participants all expressed guilt and shame in some way. Even down to things they carried deep shame like questioning why had had another a baby or wishing they had not. This was the area that seemed most painful. It appeared that to even vaguely imply rejection of your own baby in wishing they had not been born was intensely emotional painful and all the participants who expressed this did so from a place of deep shame.

Subordinate theme: shame for questioning having this baby at all
Participant 2: “Um, and then it was when I got home, yeah, that I just kept thinking, "What have I done?"
Participant 3: “And so many times inside, I felt awful and thought, "Oh God, why did I even bother to get pregnant and things."

5.6. Superordinate theme: Sadness And Grief
It may seem surprising to consider sadness and grief as part of a trauma response. In fact, being able to process sadness and grief is a recognised and valid part of trauma recovery (Rothschild, 2000, p. 63). Group participants expressed grief in several ways:
Subordinate theme: Grief for what had happened:
Participant 3: You can't express the despair really." It was just that feeling of being completely alienated and isolated because there was not one part of me that felt that at all with this birth. There was not one part of me that breathed a sigh of relief like, "Oh God. Well, thank God we're okay," because I didn't feel like we were okay.”

Subordinate theme: Grief that they had been changed by what had happened to them
Participant 4: “I am traumatized by it, but I desperately want another baby to have my chance. I just want to try and have a normal pregnancy that I can enjoy and be like those people that I see on Facebook and all of the mess.”

Participant 1: “And I just can't imagine it at all. I can't imagine a nice birth. [chuckles] I can't imagine it.”

Subordinate theme: Sadness that trauma is for life and that they will always be affected by it in some way.
Participant 3: “That-that never leaves you. Um, the way once you've been through something that is so steeped in trauma, that never really leaves you.”
Participant 4: Abuse is still abuse, assault is still assault. Clinical negligence, that's still wrong. Um, those things are still, um, not okay and need dealing with and they're still gonna have a massive impact on you. Um, yeah, the baby doesn't take it away. [chuckles] It's like winning the lottery. Um, you know, being in a car crash and next day winning the lottery. It's brilliant to win the lottery, but you're still gonna be messed up about the car crash the day before. It's still gonna mess with you.

Subordinate theme: Sadness that there was no joy in life anymore.
Participant 6: “It's taking away that joy [unintelligible 00:38:47] for people.”
Participant 5: “Yeah.”
Participant 2: “It's taking away the joy.”

Sadness at having been abandoned by health professionals in terms of once they and their babies appeared safe and well, especially once they were discharged home, that no further concern from health professionals was evident. This was tied to feelings of having their traumatic experience recognised and validated.

Subordinate theme: sadness at being abandoned by health professionals
Participant 2: “I found that the continuity of care for mental health following um, like, with postnatal depression hasn't been great for me. Um, I was under the psychiatrist, um, for, um, a while, um, for postnatal depression. But they discharge you when your baby turns one, whether you've actually reached any of your goals at all, and then, that's it. And then-and they just close your file and say, "If you've got any other issues, then, just speak to a GP. I had no referrals in place for therapy, I had nothing at all. Um, I got discharged. And obviously, I-I was back at work by then as well. So, I was working full-time, whilst having a-a child with-with problems because she-she'd come early.”

5.6. Superordinate theme: Long Term Issues
The participants all described some long term impact that had affected them well past the fourth trimester (Matambanadzo, 2014).
Subordinate theme: Poor bonding with their baby:
Participant 1: “And I remember during that postnatal period, he was a very difficult baby to look after, we-we didn't bond very well at all.”

Subordinate theme: Feeding difficulties:
Participant 1: “Um, I think we only managed to-to breastfeed purely for the fact that I was still breastfeeding his sister.”

Subordinate theme: Relationship fracture/ break up:
Participant 6: “Myself and my husband ended up separating as a result of the trauma from it.”
These issues appear to fall in with the idea of withdrawn or ambivalent mothering  (LaChance Adams, Cassidy and Hogan, 2020) albeit in a slightly different way. It is common for people suffering from birth trauma and trauma related postnatal depression (Flory and Yehuda, 2015) to withdraw from their babies and families. Why people do this is underpinned by feelings of ‘not being enough’ and ‘my child is better off without me as her/his mother’. These can be signs of deep distress and a potential marker for possible suicidal thought, attempts or worse achievement (Albanese et al, 2019).

5.7. Superordinate theme: Solutions
On a happier note, some of the group participants expressed ways in which they had found positive solutions in dealing with the system for their next pregnancy and birth.
Some of these solutions resonated around their legal and human rights:
Subordinate theme: Knowing my legal rights
Participant 3: “And over time, I've sort of learned that it's actually, um, a violation of human rights to be denied pain relief in childbirth.”



Subordinate theme: taking control
Participant 6: “but my mindset was different in hospital because I took control. Like I was in control the whole time. I didn't listen to some things they were saying about you know having vagina examinations. I refused most of them. I said, "I'm not having it." I don't want it, I'm not getting on the bed. I'm not having monitoring all the time.”

Subordinate theme: become a doula
Participant 3: “Uh, and I had fully immersed myself in the positive birthing world in the 10 months between having number one and two because I became a doula in that time. So everything around me was around positive birthing. And I felt like I was doing everything I could to [inaudible 00:20:19] experience.”

Then there were more practical aspects especially around where they would give birth next and who would be allowed in proximity to them during pregnancy and birth.
‘No-one is allowed to touch me’ stands on the crux between legal rights and being defensive. 


Subordinate theme: won’t let them near me next time
Participant 5: “Yeah. I think, I think now it'd be like, "Just get away from me. Don't talk to me. Don't come near me. Don't touch me," kind of like it was at my second birth, "Don't touch me". I just kept saying it, "Don't touch me. I don't want to know, don't-don't touch me. Just let me breathe through it. I don't want to know." I thought, "They must hate me."I kept thinking but at the time that was what was right for me the second time round. I just didn't want anyone touching me just on my own.”

Subordinate theme: be cared for by an Independent Midwife
Participant 5: “So at 33 weeks, I booked an independent midwife and I had the most amazing experience in my life. And I would definitely do it again.”

Subordinate theme: obtain copies of medical notes
Participant 3: “and it was the best thing I've ever done. I've got all my notes now. All my labors and births and everything I had done. Just- it was so worth keeping, being able to read back through.”



5.8. Reconstruction
Having identified examples of subordinate themes that meld together to make superordinate themes, the deconstruction of the transcript, now it can be reconstructed to try and make sense of why the phrase ‘Be grateful; a healthy baby is all that matters’ has such a negative impact to these women.
To begin with the experience of birth trauma itself, one thing that becomes immediately clear is that birth trauma is not transient. It does not go away ever, and even when birth traumatised women do feel themselves mostly recovered, their traumatic experience still re-emerges throughout the rest of their lives especially during subsequent pregnancies and births.

Participant 3: “It is--The-the problem is that trauma never goes away. Um, so yeah, I mean, it's changed me hugely as a person. I don't think there's any way that it couldn't have.”
Participant 4: “I can't actually have another baby. I can't um-- I mean physically I could, but what I mean is I can't cope with it at all. I could not walk into a hospital. I think it'd have to be able to have some, um, I don't know, be having some sort of sedative to get me back in a birthing unit.”

Exploring these ideas in relation to the process of recovery from trauma, it seems that there are certain phenomena that obstruct recovery especially in the absence of any meaningful help from health professionals, family or friends.

Phenomenon 1: getting over the shock and surrealism of what happened to them. 
Participant 1: “Uh, I felt as if it was-- it-it doesn't matter what happens to you, you've got a healthy baby, and that- and that's the outcome what, like, you want to happen, and I don't think it-it allows you time to process. Obviously, you are grateful you've got a healthy baby, but I don't think it allows you to process-- time to realize what's happened to your body, or however bad your experience was.”

The surrealism is especially prominent in relation to being in the midst of birth celebrations when they feel there is absolutely nothing to celebrate.

Participant 4: “And, um, I kept having to just remind myself, "No, my baby's here, alive. The cards yeah, that's good. I kept them to read. They're good. Flowers are good. But it was that emotional mis-mismatch so it's really surreal.”

Phenomenon 2: Dissociation
This step is concerning in that there was suggestion of a trauma response of dissociation (Van der Kolk, 2015, p 66). It is concerning in that dissociation is most likely to occur when an individual is so overwhelmed by the intensity of their own emotions that they cannot cope and the brain attempts to shut down all feelings as a self-protective strategy. It can be construed as a measure of how deeply traumatized the person may be. Group participants describe their experience of this in two way; just wanting to get out of hospital where trauma occurred and go home to safety, and trying to ignore and compartmentalize their feelings and resume their usual life as best they could.

Participant 1: “I just wanted them to let me go home, leave me alone. And actually, I was thinking back at my-my birth experience.”
Participant 4: “Mm. You just want to go home to your own house to how things-- You just want to go home to your own house”

Phenomenon 3: managing trauma for life in the absence of any meaningful help and support.
Some women were able to move past their traumatic birth experience by having a subsequent positive birth experience. 
Participant 5: “I just had a home birth 10 weeks ago, [chuckles] with an independent midwife, and I had the most amazing experience in my life. And I would definitely do it again.”

However, the idea of ‘trauma for life’ carries a certain air of resignation. In that, because there was no resolution though help and support from health professionals, family or friends women had to devise their own coping strategies as best they could. Sadly, these strategies were mostly driven by anger, fear and avoidance. One has to question how different things might have been if only meaningful help and support had been available.
Participant 5: “And so, when I s-started researching like positive birth movements and what birth should be like. And then I got angry. I got really, really fucking angry that we, that so many women were denied this.”

Participant 6: “Um, and it got to the point where I, I couldn't really deal with being in a room with other pregnant people or being around pregnant people.” 

Participant 4: “Yeah I found my. I-I-I'm due again now because it took us three years before we decided that my husband and I were ready to-to try again.”
Participant 1: “And I developed a massive, um, distrust of midwives and distrust of uh, doctors.”
What also seems apparent is that when trauma remains unresolved and ways of trying to cope do not always serve well, being re-triggered becomes another phenomenon is this spider-web of feelings and meanings. What also emerged was that the phrase ‘Be grateful; a healthy baby is all that matters’ became a trigger that re-lit memories and associated feelings of their traumatic birth experience for the women in the group. Not one person felt the phrase has been helpful in any way when said to them. Instead, it ignited trauma memories and associated feelings of fear, anger and despair that this was never going to stop having an impact on their longs long after the event has passed.

5.8. Chapter Summary
In many respects, this chapter has made for grim reading. It clearly demonstrates that what happened to women during pregnancy and birth, especially where they felt treated badly and abused within healthcare systems has not only caused trauma in the moment of occurrence, but has left profound psychological damage in its wake. Damage that, as one of the focus group participants expressed “it's trauma for the rest of your life.”
Being told to ‘Be grateful; a healthy baby is all that matters’ becomes a trigger for resurrecting this trauma every time a woman is told this. It is, in part, what ensures this trauma remains for life.

[bookmark: _Toc59036229]Chapter 6 - Conclusion

6.1. Chapter Overview
This chapter sets out to offer a conclusion for the research undertaken.

6.2. Conclusion
Undertaking this research has been shocking from the perspective that doing so has highlighted such a negative picture tainted by anger, sadness and despair. Whilst, some level of difficulty had been anticipated, the depth of it and that a third of the group were assaulted or had their legal rights ignored when in the care of UK maternity healthcare services is very damning indeed. However, the purpose of this research was never to level an indictment of failure against NHS care, only to understand how women feel when the phrase ‘Be grateful; a healthy baby is all that matters’ is said to them during discourse about their traumatic birth experience, and what has happened to them to provoke these feelings.
However, one has to conclude that how women are treated within NHS maternity care services does have a profound effect on how they then view and give meaning to those experiences. Certainly much of what the focus group had to say resonated with Beck (2004), Harris and Ayers (2012), Kudeva (2015), Moyzakitis (2009) and Reed, Sharma and Inglis (2017) with regard to what makes a birth experience traumatic. 
In turn, because women were never given appropriate help and support to process and resolve these experiences, they remain as traumatic memories in the here and now (Van der Kolk, 2015, pp 173-186). Thus, the phrase ‘Be grateful; a healthy baby is all that matters has become a trigger that re-ignites trauma-associated emotions and physical symptoms for the women whenever it is said to them. No wonder they say that “Trauma is for life”. 

6.3. Recommendations
The recommendations are:
1. Finding ways to make it clear to health professionals and the general public that saying this phrase to women has the potential to cause harm and possibly even obstruct recovery from trauma.

2. That further research is needed into the impact of language used by others during a woman’s birth experience, and how this may continue to have an effect on her postnatally.

3. To find ways for maternity care systems to review not just how they treat women, but what is happening that mandatory codes of conduct that dictate health professional behaviour are ignored to the point that service users state they were assaulted or their legal rights were ignored when engaging with maternity services.


6.4. Chapter Summary
It is hoped that all who read not only this conclusion, but the entire dissertation are sobered enough by its findings to take some time for serious reflection on the matters that have emerged.
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Research Focus Group Questions

1. About Your Birth Experience. 
Could you briefly describe one birth experience that you would identify as negative or traumatic? 
Where did this birth experience take place? If you transferred from one place to another please choose the place where you feel the trauma occurred. 
What was the one thing that most leads you to identify this birth experience as negative or traumatic?
When you remember your birth experience, what feelings and emotions are evoked for you? 
2. Is A Healthy Baby All That Matters? 
Have any of the following phrases, or a variation of them, ever been said to you in relation to your negative or traumatic birth experience?
"Be thankful/grateful that you have a healthy baby"
"A healthy baby is all that matters." 
Who said this you? 
Please describe in as much detail as you can, how this made you feel at the time it was said to you.
Please describe in detail how you feel about the person or people who said this to you. If you said it to yourself how do you feel about you?
If you wanted to reply to the person or people who said this to you, what would you say?
Please describe in detail what you wish this person or people had said to you instead of ‘Be thankful; a healthy baby is all that matters’.
How do you see yourself as a woman and as a mother as a consequence of this phrase being said to you?





[bookmark: _Toc59036233]Appendix 2 – Research Participant Information Pack 
Is A Healthy Baby All That Matters?
Research Participant Information Pack

Kath Harbisher, the researcher for this project, is completing an MA in Psychotherapeutic Practice. She is carrying out a piece of qualitative research that explores what it means to women who having had a negative or traumatic birth experience are told to ‘be grateful; a healthy baby is all that matters’ when you try to talk about it.

Kath would like to talk with women who identify themselves as having at least one negative or traumatic birth experience, and that some-one has said ‘Be grateful; a healthy baby is all that matters’, when you were talking about that birth experience.
The project is looking for 6-8 women who currently live in the UK and would like to participate in an online focus group. In the group, the participants will be asked to respond to set questions and discuss how they felt, and what it meant to them, to be told ‘be grateful; a healthy baby is all that matters’ as a response to mentioning their negative birth experience.

Please be aware that while the main topic to be discussed is how it feels to be told ‘be grateful, you have a healthy baby’ when you try to speak of your traumatic birth experience, it is almost inevitable that related topics may come into the discussion. For example, if being told this has affected your view of yourself as a mother or as a person in any way.
There is no remuneration for participating but you will help in research that sets out to improve the understanding of the impact that language can have on women who may be struggling to recover from a negative or traumatic birth experience.

The focus group will take place online and will take about 1.5 hours. Once there are enough participants, the date and time will be confirmed.


What is a focus group?
A focus group, in this instance, is a means of collecting data for a qualitative research project. A group of people are asked about their perceptions, opinions, beliefs, and attitudes towards a concept or idea. Questions are asked in an interactive group setting where participants are free to talk with other group members. During this process, the researcher will record all conversation the group has. 
There will also be a research observer who is present but does not participate in the discussion. This person will be Kath Harbisher’s supervisor, Dr. Beverly Cole. Her purpose in the group is to ensure that what occurs in the group meets the ethical research standards required by the University.

What Do I Need To Do If I Want To Participate?

Please read all the information here especially in relation to anonymity, confidentiality.

In order to participate, you’ll need to meet the following criteria:
· You are over 18.
· You live in the UK
· You have given birth at least once.
· You have had at least one birth experience that you identify as negative or traumatic.
· This negative or traumatic birth experience happened over 12 months ago.
· At least once, when you have talked about your negative birth experience, someone has responded to you by saying ‘Be grateful; a healthy baby is all that matters’, or a similar variation of this.
· You are not currently receiving any kind of therapy to treat birth trauma or Post Traumatic Stress Disorder (PTSD).


In order to participate, you will need to read through, fill out and sign the contact details form and the consent form attached to the end of this document. Once completed these need to be returned to the researcher, Kath Harbisher.
To return the documents by email – 1704407@student.uwtsd.ac.uk
To return by post – please contact Kath for a postal address.

You will need access to a computer, tablet or phone that has WiFi connection and can run an online video conferencing app for multiple participants such as Zoom. For the focus group itself, you will need to find somewhere in your home where you can talk in private and be undisturbed for the length of the discussion.

You will be asked for your verbal consent just prior to beginning of the focus group discussion, and you can withdraw at any time should you so wish.

The focus group discussion will be in a video conference format. You will be able to see and hear all the other participants and they can see and hear you. 

Anonymity and Confidentiality

This focus group will be held online using an online video conferencing app such as Zoom. 
All group participants are asked not to talk about the group discussion elsewhere and to respect the confidentiality of other people in the group. However, you do need to be aware that your anonymity cannot be completely maintained because using a video conferencing app to facilitate active discussion also means everyone participating can see and hear each other.

To maintain partial anonymity, we will refer to each other by our first names only, except for the researcher, Kath Harbisher and the research observer, Dr. Beverly Cole. If you wish you can choose another name for other group participants to use. If you wish to share any other details about yourself, you can do so at your own discretion. 

You are under no obligation to share any details about yourself or about your experience of negative or traumatic birth that you are not comfortable to speak of with others. It is perfectly OK for some things to remain private.
Whilst, you, as an individual, will not be identified, your words may be quoted as part of Kath’s research dissertation or in subsequent article publications, with your permission.

Your right to anonymity and confidentiality around anything you disclose in the group will be upheld by the researcher. The discussion will be audio recorded as a primary data source and transcribed. This data will only be seen by the researcher and her supervisor. This data, your name and contact information, and your signed consent form will be held in accordance with the Data Protection Act 2018 and destroyed once the research project is completed. The latest date for this would be 01/03/2021.

If at any time, for any reason, you decide you don’t want to participate any more, that’s not a problem. Just email Kath Harbisher to let her know at 1704407@student.uwtsd.ac.uk
What Happens To The Discussion Recording?
An audio recording will be made of the focus group discussion. Only this recording will be downloaded and anything held online by the conferencing app will be deleted immediately. The audio recording will be transcribed word for word into a written script. The audio recording itself is destroyed leaving only the transcription which will be anonymised. This to maintain your anonymity as a participant as much as possible.
The transcription itself will be analysed by Kath using a research method called Interpretative Phenomenological Analysis. This is a way of examining written language and looking for meanings and interpretations of what’s been said. In this case, the researcher is trying to understand what it means to the women in the group when they are told to ‘be grateful; a healthy baby is all that matters’ as a response to them talking about their negative or traumatic birth experience.
Kath will then write up her research and the findings in her dissertation and submit it as the final part of her Master’s degree course work. It is hoped that parts of her dissertation will be published in relevant academic journals.

Your words may be quoted anonymously in the dissertation text if you have given permission for Kath to use them.

Being Kind To Yourself
While it’s very much appreciated that you want to participate, Kath also recognises that doing so may be upsetting and possibly even lead to triggering of your trauma symptoms.

So, please be sure that you are in an emotional position to be able to participate without becoming overly distressed.

Kath is available to speak with if you have any concerns prior to the discussion. She can be contacted:
By email – 1704407@student.uwtsd.ac.uk
By phone – 07947597954

You will be asked how you’re coping during the focus group discussion. If you become upset and no longer wish to participate, you can withdraw anytime.

Kath will contact anyone who withdraws to offer some support if that is wanted from you.

Kath will also contact all participants 4 weeks after the focus group to ask how you’re doing unless you stipulate that you don’t require this.

If you feel in additional support, the following organisations all offer support:
Samaritans - Call 116 123    Website: https://www.samaritans.org/

MIND –  Call 0300 123 3393 or text 86463
              Website: https://www.mind.org.uk/information-support/types-of-mental-health-problems/postnatal-depression-and-perinatal-mental-health/ptsd-and-birth-trauma/

PANDAS Foundation UK – Helpline: 0808 196 1776
Website: http://www.pandasfoundation.org.uk/postnatal-ptsd-or-birth-trauma/

The Birth Trauma Association - https://www.birthtraumaassociation.org.uk/

Contact Details
This research has been reviewed and approved by the University of Wales Trinity Saint David Research Ethics Board. 
If you have any further questions, concerns or complaints about this study, please contact: 
Kath Harbisher, Principal Researcher.  
E-mail: 1704407@student.uwtsd.ac.uk
Phone: 07947597954


You can also contact Dr. Beverly Cole, Supervisor  
E-mail: beverly.cole@uwtsd.ac.uk

If you have concerns or wish to make a complaint about the ethical integrity of this research project you can contact Professor Jill Venus, Chair of the University of Wales Trinity Saint David Ethics Committee at this address:
j.venus@uwtsd.ac.uk
For information on what the Ethics Committee does:
https://www.uwtsd.ac.uk/research/research-ethics/ethics-committee-/



















If you would like to participate, please complete and return the two forms below:

Contact details
Please print:

Name:……………………………………………………………………..

Age:……………………….

Address:………………………………………………………………….
……………………………………………………………………………...
………………………………………………………................................
………………………………………Postcode:…………………………


Email:……………………………………………………………………..

Phone:…………………………………………………………………….







Consent Form
Research project title: Is A Healthy Baby All That Matters?
Principal Researcher: Kath Harbisher

Please ensure you tick the ‘Yes’ or ‘No’ box as true for you for each statement.

Please note your signature can be typed onto the signature line or handwritten.
Please complete in black ink.

	· I am over 18                      

	     Yes☐
	    No☐


	· I live in the UK              

	Yes☐
	No☐

	· My experience of a negative or traumatic birth   occurred over 12 months ago.         

	
Yes☐
	
No☐

	· Currently, I am not receiving any kind of therapy for birth trauma or Post Traumatic Stress Disorder (PTSD).   

	
Yes☐
	
No☐

	· I agree to participate in the ‘Is A Healthy Baby All That Matters? online focus group carried out by Kath Harbisher of the University of Wales Trinity Saint David, to aid with the research of  “Be Grateful; A Healthy Baby is All That Matters”: Exploring the phenomenon of how women may feel about this statement in relation to their negative or traumatic experience of giving birth.   


	



Yes☐
	



No☐

	· I have read the information pack related to the ‘Is A Healthy Baby All That Matters?’ research project, and understand what is required of me as a participant.


	
Yes☐
	
No☐

	· I am aware that topics discussed in the focus group may not be just about negative or traumatic birth experiences.  

	
Yes☐
	
  No☐

	· I am fully aware that my anonymity cannot be completely upheld during the focus group discussion.

	
Yes☐
	
No☐

	· I am fully aware that data pertaining to myself collected will be stored securely and in accordance with Data Protection Act (2018).

	
Yes☐
	
No☐

	· I am fully aware that I am not obliged to answer any question, and that I do so at my own free will.

	
Yes☐
	
No☐

	· I agree to have the focus group audio recorded, so the discussion can be transcribed after the focus group is held. I am aware that I have the right to edit the transcript of the Focus Group once it has been completed.

	

Yes☐
	

No☐

	· I agree that anonymised quotes using words spoken by me in the focus group discussion may be used in the dissertation and articles authored by Kath Harbisher for publication in relevant academic publications.
	Yes☐
	No☐

	· I will not identify participants in the focus group or disclose anything said during the focus group discussions that could identify a participant or any other person.

	

Yes☐
	

No☐

	· I understand that I can leave the research project at any time I wish, even during the focus group discussion, and I am not obligated to explain why unless I wish to do so.

	
Yes☐
	
No☐







Participant Name______________________________________________
(Please print)  

_________________________________________________    Date____________
Participant Signature
 
_________________________________________________   Date_____________
Researcher Signature



This research has been reviewed and approved by the University of Wales Trinity Saint David Research Ethics Board. 
If you have any further questions, concerns or complaints about this study, please contact: 
Kath Harbisher, Principal Researcher.  
E-mail: 1704407@student.uwtsd.ac.uk

You can also contact: Dr. Beverly Cole Supervisor  
E-mail: beverly.cole@uwtsd.ac.uk

If you have concerns or wish to make a complaint about the ethical integrity of this research project you can contact Professor Jill Venus, Chair of the University of Wales Trinity Saint David Ethics Committee at this address:
j.venus@uwtsd.ac.uk

For information on what the Ethics Committee does:
https://www.uwtsd.ac.uk/research/research-ethics/ethics-committee-/
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Inclusion/Exclusion Criteria For The Focus Group

1. The participants will be women over the age of 18 and who have full mental capacity. 

2. They will each have given birth at least once and will identify at least one of their birth experiences as negative or traumatic. 

3. The phrase ‘be grateful you’ve got a healthy baby’ will have been said to them at least once in the context of them talking about their negative birth experience to others. 

4. Whilst the focus group will take place online, all participants will live in Wales UK.

5. Participants will not be previous therapy clients of the principal researcher.

6. For each participant, their traumatic birth event will have occurred at least 12 months previously to the focus group.

7. Participants will not be currently in therapy of any kind for the treatment of birth trauma or Post Traumatic Stress Disorder (PTSD).

8. Only participants who have given full written consent will be included.
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Protecting Participants
All participants would be asked how they are feeling at the end of the focus group. Anyone in immediate distress will be offered support from the researcher who is also a qualified counselling therapist. If needed, a participant would be supported to seek local help from their GP or Mental Health Services. All participants will be given details of relevant organisations that offer information and support to women who are recovering from a traumatic birth experience. A research observer will be part of the focus group to help monitor the discussion so that if a participant became distressed they could be identified quickly and help and support offered in a timely manner to minimise distress.

The researcher would ensure that all participants have her contact details prior to leaving the focus group, and would invite them to contact her if they require additional emotional help and support after the focus group event has ended. Additionally, the researcher would make a well-being check phone call to each participant personally, with that participant’s permission, 4 weeks after the focus group event.

This would be made clear to participants prior to their giving consent to participating to ensure they do give fully informed consent. Participants would be reminded again verbally before the discussion begins in the focus group, including the reminder that any participant may withdraw from the focus group at any time point.
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